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Introduction.
The title "Manipulation" in lnany ways
is a rather unfortunate one, in that it seetns
to deter many patients, doctors, and physio-
therapists, from using this method of treat-
ment. It seems that Inany people consider
manipulation means being lnanhandled
roughly whereas it is only in a small per-
centage of cases that strong movements are
needed and even with these the patients have
gradually been worked up to it. It has paid
dividends to ask a doctor whom you know
would not accept Inanipulations to call it
"passive movements". After all that is what
manipulation is. Some people feel that, if
manipulation is suggested as a form of
treatment for a patient, the physiotherapist
is "manipulation happy", but it is quite an
eye-opener to see how some symptoms can
be relieved by manipulation.
Unfortunately the discussion tonight will
have to be limited to the lUlnbar spine, even
though the thoracic and cervical regions
have possibly the more interesting range of
syn1ptoms; titne will not allow for a reason-
able coverage of thoracic and cervical spine
manipulations. However, the basic prin-
ciples of examination and assessment are
the same at all levels though the Inanipu-
lations in the different areas vary.
Principles of Treatment.
The basic essential of this method of
treatment is the continual assessment of
the patient's symptoms (that is, what
they feel) and signs (that is, lin1ita-
tions to movement which are used as a
guide) not only at each visit but at each
session. It is only by this means that you
can tell whether the manipulation being
used is the correct one. No patient can be
harmed provided that the first time each
manipulation is used it is used gently,
that continual assessment between the
manceuvres is maintained, and that a
Inanipulation is stopped when it tends to
increase the sympton1s. Marked sciatic
scoliosis or lumbar kyphosis or neurological
changes need be no bar to treatment by
tnanipulation if carried out thus.
There have been several books written on
the "art" of manipulation. This word "art"
is very well chosen because there is a high
degree of "feel" in carrying out any of
the n1anipulations. It is very much like
changing gears in a car. You cannot see
the various sized cogs and the lnanner in
which they mesh together, yet if you are a
good driver you "feel" the gears through the
gear lever. If you do not "feel" the gears and
just push the lever through its movements
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you meet with varying degrees of success or
failure, and the same applies to manipu-
lation. You just can't choose the manipu-
lation which suits the symptoms and then
push your way through it, you must "feel"
your way through it. Time and time again
FIGURE I
you will find that this is the difference
between success and failure. To illustrate
this point, there was a patient who had
gluteal pain who after manipulation gained
complete relief which would last a full day,
but the symptoms would recur overnight.
He wanted his friend to learn the manipu-
lation so that he could be made pain free
each morning on rising. The same manipu-
lation which relieved the symptoms done by
the experienced person, to begin with when
done by the friend produced the opposite
result, that is to say, increased the pain.
You must try to "feel" the manceuvres. This
important point is the second basic
requirement.
The last essential to reliable and pre-
dictable treatment is to know which manipu-
lations help the various symptoms. This
can only come with experience and the full
use of the other two essentials. Even
knowing this you must not dart from one
manipulation to another without having
definitely exhibited to yourself conclusively
that it would be valueless to continue with
the one particular manipulation in use. In
doing this it must be borne in mind that a
manipulation which produces no result on
a particular patient one day can sometimes
be successful at another session.
Examination.
The first step on seeing a new patient is
the examination. It is most important for
accurate treatment that this should be very
thorough, and it can be divided into two
separate parts - the history of the symp-
t01US, and the signs or tests.
For the symptoms one should get as
accurate a description as possible of any
previous symptoms, a full description of
the onset and history of the present attack,
and the area and type of pain. It is also
helpful to know of anything which aggra-
vates the pain and things which can relieve
it. Before going on to signs you should
FIGURE II.
know what effect sitting and getting up
from sitting has on the symptoms, whether
lying completely relieves, eases, or aggra-
vates the symptoms, whether it is found to
be hard to turn over in bed, and whether
coughing or sneezing has any effect on the
symptoms. Yau should also know whether
there is any deformity, and whether that
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deformity is always present and if it is
always in the same direction.
In examining the signs on the patient the
following tests should be carried out:
Test all movements of the trunk in
standing. If all of the normal tests are
pain-free check also rotation of the trunk
in extension and in flexion When doing
these tests note the range of movement and
the area of pain if pain is exhibited. Test
also trunk rotation in sitting. When the
patient is recumbent test straight leg raising
and when necessary combine it with neck
flexion, and with dorsiflexion of the ankle.
Double knee updrawing should also be
checked. If there is any indication of the
FIGURE III.
presence of neurological involvement te~t
for reflex changes, muscle wasting and
weaknesses, and alterations in sensation.
The sacro-iliac joints can be tested in lying
and side lying. In prone lying, check knee
flexion and also note any difference in pain
from extension of both legs actively,
passively, and statically. Examination for
any tenderness is also done in the prone
lying position. For record purposes it is
worth noting the patient's pain threshold.
Hip movements warrant checking in any
cases of doubt as to the origin of pain, and
radiological reports can be of assistance in
FIGURE IV
defining symptoms for manipulations. Some
people may consider that all of this detail
is not necessary for us, but it is the only
way in which it is possible to pick out the
patients who do not follow the usual pat-
terns, and to be prepared for any variations
in the results of treatment which may occur.
The first thing to decide is whether to
use as the initial form of treatment, rest
with heat, manipulation, or traction. The
majority of patients with back or allied
symptoms respond to manipulation and only
a very small percentage gain a successful
result from traction.
Pain of sudden onset can be treated by
manipulation immediately following the
onset, but it is usually more satisfactory if
the patient can be rested for a few days to
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allow time for any reaction to settle down.
However, in some cases, manipulation may
be necessary to enable the patient to lie
comfortably.
The distinction between cases suited to
traction and those suited to manipulation is
not very clearly defined. However, the
following is a fairly reliable guide:
I. The patient (a) whose onset of pain
was either sudden, that is, at the time of
injury, or (b) whose pain came on over
night, that is, the night after injury, or (c)
who has had the pain for so long that he
cannot remember the onset, but now conl-
plains of pain the day of, or the morning
after, having done some job in flexion
should respond to Inanipulation.
FIGURE V.
2. The patient whose paln (a) ha5
gradually come on over a long period of
time (they often say it has "sneaked up on
them") or (b) has had a sudden onset of
back pain, or bouts of back pain and has
since developed lewer leg pain should res-
pond to lumbar traction.
It appears that if the area of pain or the
degree of pain has increased to its final site
or intensity over a period of three days or
longer, the patient is more suitable for
traction than for manipulation.
Basic Manipulations.
There is almost no end to the number of
different manipulations which can be used.
However, the easiest way to evaluate and
use them is to consider them as five separate
rnanceuvres with variations to those five.
[t is necessary to keep a record of every'
manipulation done during treatment and of
its effect. With this in mind the abbreviated
way of recording the manipulations used 1S
given.
FIGURE VI
Manipulation 1. (M1) .
This is a central push over the spinous
process of the vertebra or over the supra-
spinous ligan1ent, using the pisiform bone as
the centre of the push (Fig. I). The varia-
tions to this consist of raising the trunk or
legs to put the lumbar spine into varying
degrees of extension.
FIGURE VII.
l\!lanipulation 2. (M2L or M2R).
This is similar to MI except that the
pressure is applied over the transverse pro-
cesses and not the spinous processes. The
push can be made in an anteroposterior
direction or in a diagonally lateral direction..
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The variations to this consist of using the
leg on the same side or the opposite side as
a lever while completing pressure over the
transverse processes, to gain a greater
degree of side flexion (Fig. 2). or rotation.
(Manipulation 3. Is one used in the cer-
vical region only.)
llIanipulation 4. (M4L or M4R).
This is a rotationary manipulation using
the leg as a lever and can be done with the
angle between the thigh and the trunk at
degrees varying between approximately 95
degrees and zero. These varying angles
can be considered as having three different
purposes:
I. with an angle of 95° (M4L9s) to
manipulate in a rotationary manner
with the lumbar spine in extension
(Fig. 3) ;
2. with an angle of 45° to 10° (M4L45,
M4Lro) to manipulate in a
rotationary Inanner with the lumbar
spine in flexion (Fig. 4);
3. With a negative angle (M4Lo) when
you are pulling the thigh past the
trunk in such a way that a flexion
strain is placed on the sacroiliac
joint on the one side (Fig. 5).
Manipttlation 5. (M5L or lk!5R).
This again is a rotationary manipulation.
in which traction can be gained to a certain
extent by the pressure of the hands (Fig.
6).
Manipulation 6. (M6L or M6R).
This is Abt's manceuvre which can be
given on a low plane or at an angle (Fig. 7).
DISCUSSION OF MANIPULATIONS.
The different manipulations are better
suited to different areas of pain, but this
again is only a general guide as there is a
large degree of overlap and also many
exceptions to the rules. MI is usually suited
to central pain or pain which spreads
equally to each side. M2, M4, MS, and M6.
are all suited to unilateral pain-pain which
is greater on one side than on the other.
M4 is done with the painful side uppermos1,
and MS is done with the painful side down.
M2L - using the left leg is similar in move-
ment to MSR. M6 is done with the painful
leg, but can be helpful with the opposite,
and is usually used in an endeavour to
increase the angle of straight leg raising in
a patient with posterior thigh and calf pain.
A manipulation chosen for a particular
set of conditions may set up pain in a
different area and it may be necessary to
treat the separate area by different mardpu-
lations. If this proves to be the case, the
new area of pain can usually be removed
comparatively easily.
One more corollary to treatment by
manipulation is the postural instruction to
the patient, both during times of rest and
times of activity. The patient when resting
should be on a board base bed with a sup-
port under the IUlnbar spine and, secondly,
the patient must be shown how to carry out
the normal activities such as putting on
shoes, or washing at a basin, without
bending the lumbar spine, as well as being
shown the correct method of lifting with a
straight back and sitting with a straight
back.
Procedure.
As to the procedure for a treatment it
may be easier to illustrate with two
examples. The first patient had symptolTIS
only to go by as an indication for manipu-
lation, and in the second case signs were
used as the guide to treatment.
Case 1. A man, twenty-six years of age,
medium height, mediunl build, with daily
activity which does not include lifting. He
had a history of a fall seven years earlier
with recurrent pain in alternate hips. Nine
months prior to treatment he had aching
in the back from shoulders to sacrum which
was present only at night and was severe
enough to waken him. At the time of treat-
Inent it was bad on rising, but eased to an
uncomfortable feeling (not pain) during the
day. Coughing was associated with pain in
the right buttock, forward lying active
extension of the spine brought on pain
across the lower back, and the only tender-
ness was over the fifth lumbar spinous
process. He had no symptoms when he
came for treatment on the first occasion.
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Taking right buttock pain on coughing as
a guide, treatment was as follows:
1st day: MSL was used which made
active extension pain-free.
2nd day: Patient came in saying he felt
better during the day, but that the night
pain was the same. MSL used again.
3rd day: Repeat of second but harder.
This could have warranted a change of
manipulation, or repeat of the same one
harder. The latter was chosen.
4th day: Symptoms the same. He men-
tioned that lying on his side curled up
eased the pain. On this, the manipulation
was changed to M4RIO with noticeable im-
provement to the patient.
5th day: Little or no pain at night. Slight
ache upon rising in the morning, but pain
moved from across the back towards the
left hip. Repeated M4R10.
6th day: No pain at night or on rising,
or feeling of discomfort during the day.
Treatment discontinued. The patient rang
two weeks later to say he was still symptom-
free.
Case 2. A man, forty-seven years of age,
tall and heavily built, on his feet all day in
his job. Seventeen days prior to treatment
he had a sudden onset of pain in the sacral
area, and in the left buttock and posterior
thigh and calf areas (no foot pain). The leg
pain was severe, but the back pain had eased
to an ache at the start of treatment. He also
comp!ained of pins and needles in the
lateral thigh and posterior calf regions, and
a feeling of numbness there also. (Tests
for sensation were normal.) The left ankle
jerk was absent. The signs were, flexion
limited to 141 inches from the floor with
pain at the lateral side of the left thigh.
Left straight leg raising 22 inches, giving
pain in the lateral aspect of the left thigh
which was increased by neck flexion, and
also by dorsiflexion at the ankle. There was
not any deformity and only slight tender-
ness over the two lowest lumbar spines. The
pain was aggravated by walking and par-
tially eased by rest. MSR, M4Lgo, or M6L,
would be the manipulations of choice, and
as MSR is less strain on the patient and the
operator than the other two, it was chosen
first.
1st day: MSR no effect. M4Lgo was used
next, and after three tilnes flexion was
increased to 10 inches from the floor.
2nd day: The patient said that there was
not as much ache in leg or back and that hjs
back felt freer. He had maintained his
flexion of 10 inches. The same manipu-
lation (M4Lgo) brought the flexion down
to 6 inches from the floor with pain only in
the calf and lateral knee.
3rd and 4th day: M4Lgo repeated.
Flexion down to 4 inches which was
approximately his normal full range as he
was a stiff person.
5th Day: There was only a slight pajn
left, but it looked as though a stationary
stage had been reached. There was still
limitation to straight leg raising so M6L
was used.
8th day: By this day he had no pain or
numbness or sensation of pins and needles
and his movements were pain free.
Two points which are worth mentioning
at this stage are as follows:
If too much is attempted on anyone
occasion, even if the patient's signs improve,
the patient's symptoms will almost certainly
\flare up that night. This invariably occurs
on the first day even if the manipulator is
very cautious. Secondly, it is quite common
during treatment for a patient to have a
sudden flare up of pain which may last for
a day or possibly two, but will settle down
of its own accord if left alone.
Conclusion.
Before attempting to demonstrate the
manipulations and their variations to you
the following points are worth repeating.
The continual assessment of the patient's
signs and symptoms is essential. Go slowly
and endeavour to "feel" the tTIovement at
which you are aiming. Don't go hard 10
begin with as it is better to take two or three
attempts to get the ilTIprOVement than to
spoil it in one. Don't attempt too lTIuch at
anyone session. Patient relaxation and co-
operation in posturing is essential. If thec;e
procedures are adhered to excellent results
can be obtained.
